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Abstract 
 
Anorexia’s persistent recurrence in patients has long baffled and frustrated clinicians, even as it 
provides grist for cultural theorists’ critique of oppressive and injurious gendered facets of 
society itself, inscribed on women’s bodies. In this essay, I showcase how a phenomenological, 
linguistic anthropological approach fruitfully traverses clinical and cultural perspectives, by 
directing attention beyond diagnosed anorexics’ embodied experiences, to would-be patients 
who elude the clinical gaze through communicative misrecognition. Extending a model of illness 
and recovery as entailing sufferers’ emplotting of past, present, and imagined future selves, I 
argue here that women’s accounts of their experiences do not simply reflect lived reality, but 
actually propel health-relevant states of being, by enlivening and creating these realities in the 
process of their telling. In indexical interaction with public and clinical discourses, narratives’ 
grammar, lexicon and plot structures modify subjects’ experiences and interpretations of the 
events and feelings recounted. So just as linear narratives adopting a clinical and feminist voice 
help tellers of “full recovery” genres stay “recovered,” so contingent, uncertain narratives render 
recovery an elusive, ambivalently desired object for those authoring “struggling to recover” 
genres. I identify and analyze a third genre in this essay: the “eluding a diagnosis” narrative, 
which combines elements of the first two genres to paradoxically keep its teller simultaneously 
sheltered from, and invisible to, the well-meaning clutches of medicine, leaving her suffering, 
yet free, to starve. This approach underscores the affordances of linguistic analyses for 
discerning and interpreting distress in subclinical ‘outlier’ populations. 
 
Keywords: anorexia and self-starvation; narrative genre; medicine and psychiatry; linguistic 
anthropology and phenomenological discourse analysis; North America; undiagnosed eating 
disorders and the biopolitics of care   
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Introduction: Narrative Affordances 
This essay uses a linguistic anthropological lens to examine an “outlier” case, of a 
woman who has never been diagnosed with an eating disorder, yet exhibits the bodily signs and 
practices associated with anorexia, to expose some of the blind-spots of dominant medical and 
cultural modes for identifying “anorexics.”1 Building on previous work focusing on the role of 
narrative in constituting experience, the essay raises the specter of under-diagnosis for some self-
starvers who tell and live an “Eluding a Diagnosis” narrative. That is, in conversationally 
aligning with dominant medical and cultural representations of anorexia in narrating her 
experiences, a could-be patient ambivalently seeking care remains illegible to clinicians 
inexperienced with the diagnosis and treatment of eating disorders. Rather than applaud or 
condemn clinicians’ “failure” to diagnose, I present the case as an aporia, or open-ended 
dilemma for would-be patients, clinicians, and critics of medicalization. 
To contextualize this case, I begin with a discussion of narrative theory’s contributions to 
understandings of illness and recovery processes, in light of recent developments in the 
anthropological study of eating disorders. After describing the methodology, analytic framing, 
and previous findings on which the analysis builds, I present the “Eluding a Diagnosis” genre 
case to illuminate the role of language in constituting experience. I conclude with a discussion of 
the genre’s implications for the legibility of eating disorders among heretofore overlooked 
populations.  
Eating disorders have garnered increasing anthropological attention in recent decades, as 
scholars have begun to theorize the experiences of eating- and body-troubled women and their 
conflicted relationships with clinicians and loved ones as they seek or resist treatment (e.g., Eli, 
2014; Gooldin, 2008; Gremillion, 2003; Lester, 2004, 2014; O’Connor and van Esterik 2015; 
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Shohet, 2007; Warin, 2010).2 Together, studies demonstrate that eating disorders are not merely 
vain attempts by privileged young white women to be thin,3 since those who struggle to feed 
themselves adequately do so for a variety of reasons that involve the body as a focus and 
productive idiom, but are not reducible to it. Instead, those who suffer through or struggle with 
an eating disorder are, like other moral beings,4 embodied persons who in these cases use (not) 
eating as a means to grapple with a complexly relational social world.5   
 In shifting the discussion of anorexia and related eating disorders from a focus on the 
way women internalize societal discourses about their bodies, to a focus on self-starvers’ own 
experiences and practices of bodily control, anthropologists have turned to phenomenological 
and practice theorists, particularly Merleau-Ponty’s (2002) attention to embodied experience and 
Bourdieu’s (1977) notion of habitus (Musolino et al., 2015; Warin, 2010). These are framed as 
antidotes to Foucauldians’ over-emphasis on disembodied attention to discourse, to instead 
privilege the experiences of self-starving women over clinicians’ or cultural theorists’ 
interpretations. In this essay, I similarly focus on women’s experiences with eating difficulties, 
precisely by attending to their narrative (discursive) accounts.  
Admittedly, narratives may be critiqued for privileging that which can be verbalized and 
(coherently) articulated, while insufficiently capturing other dimensions of experience, such as 
the body’s movement and feeling through space, and that which remains unsaid or unsayable (cf. 
Eli and Kay, 2015; Wikan, 1992). Such critiques, however, draw unnecessarily rigid lines 
between “discourse” and “experience,” positing in the process that there is an “interiority” to 
“experience” that words (discourse) cannot help but fail to represent. And yet as Throop (2003) 
helpfully articulates, “experience” is not to be opposed to language and other modes of semiosis 
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(and thus meaning-making), but rather constituted in and through humans’ both embodied and 
linguistic modes of apprehending the world.  
A phenomenological approach to language, whereby in the course of uttering particular 
language forms, experience itself is modified, helps avoid earlier debates pitting discourse-
focused approaches against “phenomenological” (embodiment-focused) ones. Here, attention to 
the grammar, lexicon, cadence, timing, and metaphors used by speakers in specific contexts is 
not only warranted, but essential, since language forms expose more about subjects’ feelings of 
and stances toward their experiential worlds than critics typically presuppose. This is powerfully 
revealed in Capps and Ochs’ (1995) case study of Meg, a woman who suffers agoraphobia, and 
whose stories have plot structures that contribute to the onset and perpetuation of panic attacks. 
As Capps and Ochs demonstrate, language forms that coalesce as narratives, or accounts that 
“link the actions, conditions, thoughts, and feelings of protagonists” to a problematic event to be 
addressed, provide explanations for what happened, and specifically, “reveal tellers’ theories 
about the causes and consequences of emotions …, normality and abnormality, rationality and 
irrationality” (1995, pp.15-16). In this way, narratives offer powerful lenses onto experience: 
they shed light on narrators’ modes of representing and, importantly, also creating, their 
experience of their world. This is because a person’s life “is not ‘how it was’ but how it is 
interpreted and reinterpreted, told and retold” (Bruner, 1987, p.15). Ochs’ (2004, 2012) 
phenomenological approach to narrative thus serves as a fruitful mode by which to make sense 
of what self-starvation may mean and how it is experienced by those engaging in restrictive food 
practices.  
This essay examines in depth the case of one woman to highlight the complex texture of 
meanings attached to seemingly uniform practices that are not merely about conforming to 
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hegemonic fashion ideals. By focusing on this “outlier” case, of a woman who has never been 
diagnosed with an eating disorder, yet exhibits the bodily signs and many of the practices 
associated with anorexia, I expose some of the blind-spots of dominant medical and cultural 
modes for identifying “anorexics,” and of anthropological studies of eating disorders, which have 
largely focused on already-diagnosed cases.  
Beyond pointing to the phenomenon of possible under-diagnosis, I illuminate how this 
may occur through communicative misrecognition. Thus I shed light on ways in which clinical 
discourses such as diagnostic criteria and clinicians’ articulated assumptions, as refracted 
through a could-be patient’s discourse, (inadvertently) may preclude subjects’ recognition as 
objects of care, by framing them as outside the scope of those subjects who need care. Such 
exclusion, this essay reveals, can be achieved in collaboration with would-be patients, who often 
are ambivalent about receiving treatment for a “disorder” they are not convinced they suffer 
(Lavis, 2011; Musolino et al., 2015; Shohet, 2007).  
This collusion or collaboration is forged in the conversational narrative encounter 
between a self-starving woman and those who might treat her, for as theories or explanations of 
what happened, how things work, and what came to be, narratives work to convince both the 
narrator and her audience of a particular version of reality (Capps and Ochs, 1995, p.15). The 
advantage of focusing on one case study is that it allows us to examine this process of meaning-
making and its consequences as it unfolds in the pattern of rhetorical strategies that a narrator 
uses to theorize what ails or aids her, and how in her process of causally and temporally linking 
events, she successfully recruits others (including clinicians) to affiliate with her version of 
events. Here, sustained phenomenological attention to the habitual linguistic forms and unfolding 
of discourse (in interaction with the interviewer, in this case) uncovers the micro-processes 
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through which subjects are constructed and construct themselves as particular types of people 
with specific sets of needs, fears, or desires. 
As suggested elsewhere (Shohet, 2007), women’s practices of, and narratives about, self-
starvation are both in dialogue with, and indexical of, medical and critical accounts of the 
disorder. Close linguistic attention to narrative thus reveals—through the intertwined voices of 
sufferers, clinicians, and feminist theorists—how illness and recovery are both individual and 
social processes, whereby the individual is always understood as relational and intertwined with 
the social. Moreover, self-starving women’s narratives evidence anorexia in motion: they allow 
us to glimpse the sufferer’s emplotting of past, present, and imagined future selves (e.g., as 
troubled, recovering, or care-free) in the process of telling (Mattingly, 1994). This insight is 
consistent with a growing body of literature showing not just that illness and recovery involve 
more than organic processes, but more significantly, how language practices play a large role in 
configuring and “scripting” the self in ways consequential for sufferers’ trajectory through 
treatment and life (cf. Buchbinder, 2015; Capps and Ochs, 1995; Carr, 2009; Shohet, 2007).  
Methodology, Analytic Approach, and Previous Findings 
The narrative data examined in this essay were collected as part of a study originally 
conducted in partial fulfillment of an honors degree in Social Studies at Harvard. From June 
through October 1997, I recruited a snowball sample of eight women and one man, aged 19-29, 
based on their appearance or reported restrictive eating practices (the man later withdrew from 
the study and is not included in the analysis). All participants looked underweight and, based on 
previous acquaintance with five of the women, I knew that three of them had previously been 
treated for anorexia. I secured written consent to audio-record conversations and interviews with 
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each of the participants, most of whom I interviewed over at least two sessions, each lasting an 
average of one hour.  
Prior to each interview, participants filled out a one-page questionnaire regarding their 
demographic background and illness history. Six of the women were Euro-American, one was 
Asian-American, and one was a black immigrant from the Caribbean. Four of the women had 
been diagnosed and treated for an eating disorder at one or more “progressive” (psychodynamic, 
feminist-inspired) inpatient and outpatient units in the Eastern U.S. The other four had never 
been diagnosed with an eating disorder.  
Interviews were conducted as open-ended conversations that asked participants to talk 
about their childhood and life history, experiences with food, eating, and their bodies, and 
relationships with caregivers and others, including how they and others perceived their body 
shape and size and eating practices and habits. Those who had been diagnosed with eating 
disorders were also asked to discuss their experiences with diagnosis, treatment, and recovery, 
and the role that getting labeled and receiving treatment had in shaping their subjective 
experience and sense of identity and self-definition. I fully transcribed each of the interviews 
within days of making the recording, and analyzed them using the methods of grounded theory 
(Glaser and Strauss, 1967), identifying overarching themes repeated across the interview corpus, 
to inform follow-up interviews and ultimately to write the original thesis. Years later, I reread the 
transcripts and further applied the techniques of discourse and narrative analysis (Duranti, 1997; 
Goodwin and Goodwin, 2001; Ochs and Capps, 2001) to identify, quantify, and qualitatively 
describe specific grammatical features and narrative devices used by participants in a subsample 
of the original study (see Shohet, 2007).6  
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 When writing the first thesis (Shohet, 1998), I identified a continuum of troubled 
relationships to one’s body, food, and eating. Women placed themselves along this continuum, 
which I preferred to describe as interlocking circus rings to disrupt the linear metaphor and allow 
for the cyclical, less determinate movements of struggling to recover and non-diagnosed self-
starving women. I found that unlike very slim women who had never been treated, women 
diagnosed and treated for anorexia appeared to have acquired modes of speaking and thinking 
about themselves that aligned with psychodynamic models of personhood. Such cultural models 
explained their struggles in terms of both troubled family relationships, and ambivalence about a 
problematic and patriarchal culture and broader social milieu in which unreasonable demands are 
placed on women to minimize the space—both metaphorical in terms of desire, and physical in 
terms of body size—that they take up. These views at times aligned and at other times parted 
ways with clinical and feminist accounts of eating disorders and women’s development.7  
Increasingly interested in how to conceptualize recovery from an eating disorder, in 2003 
I obtained ethics approval from UCLA’s Institutional Review Board to revisit the study. I 
reanalyzed a subset of the interviews collected from those diagnosed and treated for an eating 
disorder, and identified two genres of narratives of anorexic experience, “full recovery” and 
“struggling to recover” (Shohet, 2007). These genres were named by the women themselves, 
who, when describing their experiences with anorexia, claimed either that they were “struggling” 
or were “fully recovered.” I argued, then, that the genres differentially configure women’s lived 
sense of self, and differ along four main dimensions, including degrees of epistemic certainty, 
affiliation with master narratives of eating disorders, continuity between past and present 
narrated selves, and temporal and causal linearity of narrated events. These genres are 
summarized and illustrated below with short quotes from the earlier essay in order to bolster the 
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language-centered approach I advance here. They help contextualize the present study of 
“Eluding a Diagnosis” narratives, which I argue constitute an important third genre that 
combines elements from both the “fully recovered” and “struggling to recover” genres. I 
continue to compare the three genres, using exemplary quotes from each where relevant, in order 
to support the claim that sufferers move along a continuum of self-starving practices and their 
attendant interpretations, rather than fall cleanly into psychiatry’s preformed diagnostic criteria. 
Attending to the third genre, of never-diagnosed self-starvers, adds a vital dimension to 
understanding how non-diagnosed self-starvers may struggle with, yet remain ambivalently 
illegible as suffering from an eating disorder. 
Narratives in which women claimed “full recovery” were in essence coherent 
“empowerment” stories with clear beginnings, turning points, and felicitous, institutionally 
condoned endings. These stories marked a clear temporal disjuncture between past and present 
selves, where the narrator cast her recovered self as an active agent in her own story. The 
narrator here speaks with assertive confidence indexed by cognitive verbs and adverbs of 
certainty and necessity, emphatic assertions, typifications and foreshadowings, and few 
metapragmatic features of doubt, such as pauses, hedges, and revisions. The following extract 
from Emma8, who identified herself as “fully recovered,” is illustrative of this genre’s features, 
as it contains the characteristic epistemological stance of certainty (I know, line 1), 
foreshadowing typification (prime candidate, line 9), and constructs an account aligned with 
clinical versions of typical anorexics (lines 2-6):9 
1 Emma: I know the nature of my … being, being … 
2  obsessive compulsive, 
3  perfectionist nature, 
4  divorced family, 
5  alcoholism, 
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6  addiction, 
7  all that 
8 I:  Um-hm? 
9 E:  I was a prime candidate. 
 
 In contrast, women who define themselves as struggling-to-recover constructed narratives 
with equivocal protagonists who question received wisdom and ponder past and hypothetical life 
paths. Applying Bernstein’s (1994) and Morson’s (1994) critical literary analysis to the lives of 
embodied, social persons who struggle with eating, I call these stories “sideshadowing” 
accounts, since like the shadows cast at the sides of a figure that give rise to shifting shapes, they 
are susceptible to and indeed invite multiple, at times contradictory perspectives, alternate 
possibilities, and revision. These stories recount self-starvation as at once moral and 
reprehensible, so that here, the narrator portrays a perpetual cyclical life course in which 
anorexia recurs and permanent recovery eludes her. This genre is replete with cognitive verbs 
and adverbs of doubt, such as think, guess, just, maybe; pauses, cutoffs, questions, and hedges, as 
well as mixed idioms of fortune and distress, and alternative, subversive metaphors and plots that 
frustrate well-meaning clinicians.10 These struggling-to-recover narratives are also filled with 
durative adverbs such as always and still that mark porous boundaries between past and present 
selves. And in general, the narrator depicts herself as morally fragmented, at once patient and 
agent in her own illness and at best partial, incomplete recovery story (Shohet, 2007, p.349). The 
following extract from Carolyn (see Shohet, 2007, p.368), who identified herself as struggling to 
recover, is illustrative of many of these features. She uses continuity adverbs (lines 1, 5, 8, 9), 
cognitive verbs that convey doubt and moral fragmentation (lines 4, 5, 6), and constructs an 
account anathema to clinicians who strive to help women embrace recovery and give up the 
eating disorder, since she frames getting better as a failure (line 10): 
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1 Carolyn: I still buy into the whole like, 
2  “The best anorexic thing,” 
3  like I haven’t done it well enough, 
4  but I don’t … I don’t know, 
5  I think I’ll always feel like  
6  - I worry that I’ll always feel that way. 
7  And but as long as you feel that way, 
8   it de- recovery is always going to be a defeat. 
9  It’s always going to be something … 
10  A failure to get better. 
 
 In the rest of this essay I explicate yet another genre of narratives of anorexia to further 
illuminate how narrative analysis enriches our understanding of women’s struggles with eating 
as fertile arenas for discerning social relations and cultural practice. I call this genre an “Eluding 
a Diagnosis” narrative, and, following Capps and Ochs’ (1995) case study approach, I draw it 
from a single case. I juxtapose this genre against the “fully recovered” and “struggling to 
recover” genres previously identified, to suggest that it represents another place along the 
continuum: one of pre- or non-diagnosis, achieved, ironically, through alignment with 
biomedical as well as feminist discourses about eating disorders. My analysis focuses on Kaye, a 
friend and respondent whom I formally interviewed and recorded for about three hours, and with 
whom I enjoyed many more informal, unrecorded conversations and social interactions in the 
years prior to and following the 1997 research. In the exegesis that follows, I illustrate how the 
narrative constitution of self in relation to others may render some emaciated women who 
ostensibly fall within the diagnostic criteria for anorexia under-recognized, undiagnosed, and 
untreated by clinicians in North America.  
Eluding a Diagnosis Narrative 
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 I met Kaye for our first interview at the edge of a pond where she liked to swim. Nearly 
5’11” tall, extremely bony, yet still muscular, Kaye exuded her usual air of polite, confident 
assurance. In this regard, she resembled Emma, who had identified herself on a pre-interview 
questionnaire as “fully recovered” from anorexia nervosa. And to some extent, Kaye’s story 
conveyed a coherent teleology similar to the “full recovery” genre embodied by Emma. Yet 
Kaye’s story was neither about recovery nor illness per se: she had never been diagnosed with an 
eating disorder. Throughout, she insisted that she was in control and would be able to gain 
weight or restrict her intake should she so choose.  
In her early twenties at the time of the interview, Kaye was a long-time swimmer and 
medical school aspirant, quite familiar with biomedical approaches to health and the body. 
Speaking of her encounters with her university physicians and hometown pediatrician, who had 
each responded to her mother’s concerns over a recent weight loss, she locates herself within 
their biomedical clinical discourse to frame herself as ultimately “not sick,” as exemplified in the 
following extract, where she attributes her low pulse and blood pressure to high levels of 
exercise (lines 1-4) outside the “dangerous zone” (line 5): 
1 Kaye: See, I do have a very low pulse,  
2  that’s probably due to the fact that I exercise so much. 
3  Um, and I have low blood pressure which is … 
4  you know, probably due to the same thing. 
5  I guess it must not have been in the dangerous zone, 
6  otherwise they would have done something.   
 
Based on previous conversations, I knew that Kaye readily met the physiologic criteria 
for an anorexic diagnosis. With a 16.7 BMI, she weighed considerably less than 85% of the 
“ideal expected” weight for her height as stipulated by the then-operative diagnostic criteria 
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(APA DSM-IV, 1994), and had lost her period for over three years. With this knowledge in 
mind, I probed Kaye further, perhaps sensing that her pauses, verbs and adverbs (do have, guess, 
probably, otherwise), which indicate a measure of doubt, in fact belied the authoritative medical 
conviction that precluded the need for intervention: 
1 I: If you ever got to that dangerous zone, would you want treatment? 
2 Would you consent to it? 
3 K: Yeah-ah … 
4 See, the thing is, I am going to make an effort 
5 not to get into the dangerous zone, 
6 ‘cause it’s also when I’m the most unhappy, […] 
7 and so … 
8  I like being happy, obviously, 
9 so, and it correlates, 
10 so right now, 
11 even though I know I would look thinner 
12 if I were five or ten pounds lighter, obviously, 
13 I have no … real desire to … be thinner 
 
Here, Kaye frames herself as a knowing, agentive subject (lines 11, 8, 13: I know, I like, I have 
no real desire). She uses causal connectors (lines 6-10: cause, so, it correlates) and adverbs of 
epistemic certainty (line 8: obviously) to construct a narrative similar to the “full recovery” 
genre, where the narrator is in command of her thoughts, feelings, and actions. Like a good 
feminist, she wants to resist the pressure on women to become ever thinner so as to take up less 
room in the world (line 13). Her plot structure here also resembles the “full recovery” narrative, 
in that Emma likewise emphasized gaining, during recovery, the capacity to know and to express 
desire – capacities which she claims she had lacked (and did not dare want) before and during 
her struggles with an eating disorder (see Shohet, 2007, pp.363-366).11  
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 Kaye builds here on the logic that she is in control. In this way she resembles Lavis’ 
(2011) “pro-anorexics” and Musolino et al.’s (2015) “healthy anorexics,” as well as the patients 
described by Lester (1997), Warin (2010), and Gooldin (2008), who experience their food 
restriction as empowering, or deny that it is problematic. She emphasizes, however, that weight 
loss and food restriction, given her present underweight status, would be “bizarre” yet effortless. 
In this way, she also inverts feminist slogans about “choice and voice” (to replace “speaking” 
through food), by insisting that it is her choice to restrict food intake that is empowering: 
1 K: ‘cause I know I could be  
2 if I so chose, 
3 it’s not a problem for me to just stop eating, 
4 so I could, 
5 and that’s like also a power, 
6 a control thing. 
7 It’s like, I’m more comfortable because … 
8 I feel that um … 
9 just whenever I choose to, 
10 if for some bizarre reason I decided that I wanted to be lighter, 
11 I just could be. 
 
While her claims to be in control align Kaye with prototypical anorexics who are 
portrayed as engaging in restrictive eating practices to gain (false) control, she resists falling 
within DSM diagnostic criteria that also claim anorexics are fat-phobic – a criterion only recently 
revised (APA DSM-5, 2013) in light of mounting global data on eating disorders that suggest 
that not all self-starvers are mortally afraid of gaining weight or becoming fat (e.g., Lee, 1996; 
Becker et al., 2009). By framing the desire to lose weight as “bizarre” rather than desired (line 
10), Kaye again aligns herself with clinicians, who see excessive thinness as undesirable. And so 
she is able to reassure those who care for her that she is not sick or in need of intervention.12  
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Invisible to the Clutches of Medicine 
 Yet, clinicians’ lack of concern for her health in part disturbed Kaye. She told me with a 
note of bitterness and sarcasm how her pediatrician had decreed that she must not have had an 
eating disorder since her parents likewise were slim. This over-rode her mother’s concern over 
Kaye’s lost period for over two years and a more than 20-pound weight loss that left her looking 
emaciated. Kaye quoted her pediatrician directly, imitating his nonchalant, dismissive tone: 
1 K: ((mimicking dismissive tone)) “Yeah, you’re just naturally a slim person, 
2 and maybe when you were 140 pounds you’re actually 
3 ((breaks into a sarcastic laugh)) overweight, so 
4 I: ((incredulous tone)) That’s what he said? 
5 K: Yeah ((with a note of bitterness)) that’s what he said, 
6 so I was like, “Ok, good then, I’ll just …” 
7 you know, kinda validates things, 
8 and … I mean, I do think definitely under 120 is not healthy for me, 
9 and not good, 
10 and I’m gonna make an effort to not like dabble under 120,  
11 ‘cause I mean […] 
 
In this passage, Kaye’s account resembles the “struggling-to-recover” narratives, which are filled 
with direct reported speech and qualifications such as I mean, just, kinda. Such narratives 
emphasize doubt and contingency over the rationalized, coherent structure of “full recovery” 
stories. Direct reported speech enlivens and helps emphasize women’s feelings experienced at an 
earlier point of time over those arrived at with hindsight, and contributes to the “sideshadowing” 
quality of their accounts. In contrast to foreshadowing or backshadowing narratives, whose 
narrators imagine inevitable futures or foreground hindsight, respectively, sideshadowing 
narratives embrace contradictory positions and privilege ambivalence and ambiguity.13 Often, 
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such ambivalence concerns the degree to which clinicians and patients are aligned in their goals 
not simply to keep the patient alive, but to help her “recover.”14  
Significantly, Kaye’s alignment with her clinicians is achieved not by forging a team with 
them in treatment, but in their mutual agreement that she may retain her non-patient status. This 
is because, unlike the protagonists of struggling-to-recover narratives, Kaye maintains her 
affiliation with biomedical accounts that disapprove of excessive weight loss. She claims that it 
is “definitely […] not healthy” and “not good” (lines 8-9 above) to lose weight, even as she casts 
these statements in some doubt by the framing I do think and I mean (line 8). Continuing with an 
abundance of verbs and adverbs of doubt and uncertainty (guess, think, just, kind of, maybe) 
characteristic of the struggling-to-recover genre, she goes on to haltingly criticize her 
pediatrician for his inaction and essentially to question his lack of concern over her weight loss: 
1 K: I guess it’s just because … 
2 since I had been 140, 
3 and like, 20 pounds is kind of a significant amount of weight, 
4 so I would think,  
5 if I were a doctor– 
6 ((chuckles)) which I hope to be one day– 
7 I would be,  
8 I mean, 
9 I would think, 
10 maybe between 130 and 140 is normal, but … 
 
Kaye’s ambivalence about what is and isn’t healthy for her keeps her at a distance from 
medical care’s embrace, while she struggles to feed herself adequately, as she relates: 
1 K: In the beginning, 
2 I felt like I had to restrict my eating, 
3 like I wanted to eat more all the time, 
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4 and I was sorta, 
5 always cutting back, 
6 and uh, being hungry. 
7 Then at [University], especially this year, 
8 even when I’m hungry, 
9 I couldn’t eat, 
10 I like, couldn’t eat. 
 
It is precisely here that we see the “Eluding a Diagnosis” narrative crystalized. In framing her 
recent struggle to eat as an involuntary problem (lines 7-10: she could not eat, even when 
hungry), in contrast to the initial food restriction that she experienced as a past struggle 
voluntarily undertaken (lines 1-6: she was actively struggling to restrict her intake even while 
hungry), Kaye positions herself as knowledgeable, aware of her actions, and as such, not 
anorexic. She sets herself apart from eating disorder patients, who are classically portrayed as “in 
denial,” deluding themselves by contending that their food restriction is unproblematic. 
Ironically, it is by claiming that she struggles to eat that she appears as not “in denial” and 
therefore not anorexic. Kaye’s narratives thus allow (or condemn) her to elude diagnosis and 
treatment. She self-consciously hovers around a seemingly invisible line that locates her as “not 
sick” and yet struggling.  
As suggested earlier, struggling-to-recover narratives are characterized by musing and 
pondering of alternative paths that render narrators unsure of what the ideal course or outcome 
might be. At times, Kaye appears to echo this genre, as she similarly ponders the possibility of 
being somewhere else, where different social expectations and body ideals might allow her to 
embody a different sort of subjectivity. Unlike the musing of struggling-to-recover patients, 
however, Kaye’s musing is entertained less for its imputed potential to help her recover from an 
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eating disorder (which she officially does not have), than for preventing her from descending 
into one. In a dreamy tone, she explains: 
1 K: ‘Cause I’ve thought … 
2 You know, if I were transplanted someplace 
3 where no one knew me, 
4 like ((laughing)) Polynesia, where they’re all fat, 
5 you know, they tend to be overweight there, 
6 Anyway, I would think like … 
7 I just might completely relax and eat whatever I want 
8 ((speaking faster)) and maybe be fat, 
9 maybe not be fat, 
10 and I wouldn’t care. 
11 It does have to do with kind of this standard, 
12 you know, people always equate me with being thin, so … 
 
This musing about living in a place where people would not expect Kaye to be thin to help her 
struggle less with eating is consistent with literature on eating disorders that suggests that where 
the pressure to be thin is not as strong or normative, women do not embrace it as a pathological 
ideal (Anderson-Fye, 2004; Becker, 2004; Gremillion, 2005). Like Lavis’ (2011) hospitalized 
informants, Kaye here frames her sense of pressure to remain thin as propelled by a desire to 
sustain a state she already embodies and that others expect, rather than a desire to transform 
herself according to the fashion industry’s ideals. As well, like struggling to recover narrators, in 
this passage she advances a model of the self as relational and responding to the expectations of 
specific others (line 12) as well as to broader societal norms (lines 4-5), rather than a hermetic, 
autonomous self characteristic of Cartesian liberal epistemologies.15   
But unlike “fully recovered” and “struggling to recover” protagonists who portray 
themselves and are characterized by clinicians as formerly or currently troubled and out of 
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control subjects whose primary means of control is the restriction of food intake, Kaye 
formulates accounts of herself as a mostly knowing subject. She asserts that she is in control of 
her actions and is (presently) healthy, just very thin and food-conscious. Her story thus works to 
shield her from treatment in ways analogous to Carr’s (2011) script-flippers’ success at 
navigating treatment. These are patients who adopt institutional forms of talk to meet clinicians’ 
expectations about “addict subjectivity” in order to gain recognition and the attendant benefits 
they seek. They contrast with those less willing or adept to position themselves as the subjects 
interpellated by clinicians and clinical practice, those whom clinicians in turn see as neither 
ready for nor worthy of benefits extended to compliant clients.  
Yet Kaye also differs from Carr’s (2011) subjects, precisely because she does not fully 
come under the clinical gaze. Rather than subject herself to treatment, where patients often learn 
to become ever more preoccupied with and ambivalent about their condition, her “Eluding a 
Diagnosis” stories effectively place her outside clinicians’ reach. These are stories that largely 
share the clinically approved coherence of “full recovery” narratives of “choice and voice” 
(albeit inverted), and that envision a realizable future self, and even project a present self who is 
not disordered. Thus, right after using the durative adverb always to describe herself, like those 
struggling to recover, as having “always had a tendency towards” an eating preoccupation, she 
differentiates herself from such subjects by emphasizing her present improvement: 
1 K: See, I feel very good, 
2 I feel markedly better than I think, 
3 Definitely at the end of the school year,  
4 I didn’t feel very well, or very energetic, 
5 But I definitely feel a lot better now. 
 
Beyond the Clinic-TCP20161223_unblinded_clean.docx	 	
Page 21 of 33	
Kaye admits that she has felt less than fully healthy when she alludes to the delimited period “at 
the end of the school year” when she “didn’t feel very well, or very energetic” (lines 3-4). With 
these negated positive adjectives (as opposed to saying, for example, I felt awful, or energy-less), 
Kaye minimizes the role of disorder in her life, and appears to put the eating disorder at bay. In 
other words, she is able to convince herself, her parents, and her doctors that despite her 
restricted eating, extremely low weight, and rigid exercise regime, she still is not quite sick, and 
in fact on the road to restoring her wellness without clinical interventions.  
This success, I want to emphasize, is rhetorical. It works to persuade the various parties 
that unlike anorexic patients, Kaye is in command of healthy thoughts and desires, despite what 
may otherwise appear as unhealthy behaviors. Importantly, this suggests that clinical judgments 
and actions are not simply produced through mechanical tabulations, but also through the co-
construction of narratives. Medical anthropologists have long advocated this stance, and 
encouraged clinicians to better attend to the social person rather than simply search for isolated 
symptoms of disease (e.g., Kleinman, 1988; Kleinman and Benson, 2006; Mattingly and Garro, 
2001; Scheper-Hughes and Lock, 1987). Ironically in the case of Kaye, perhaps due to 
inexperience with eating disorders, clinicians’ attention to Kaye’s narrative appears to be 
privileged to the point of overriding detection of possible physiological danger. Her assertive 
proclamations that she is struggling to eat, but striving to alter this condition, evidently convince 
her pediatrician (and clinician at university) not to intervene, and to take Kaye at her word. Yet 
again, then, Cartesian dualism reigns, here privileging “mind” over “body” while the person as a 
whole suffering being remains occluded and (mis)heard.16  
Conclusion: Beyond Narrative Content 
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 In attending not just to semantic content, but also to narratives’ structure and form, a 
linguistic anthropological perspective allows us to identify where sufferers might be located on a 
continuum of the self-starvation and anorexic illness and recovery process in North America. 
Kaye’s framing of herself as an acting subject in turn complicates what it means to be 
disordered. It is through her narrative frame of agency that clinicians understand and classify 
Kaye as not ill and not in need of care, thus precluding her from becoming a patient (an object of 
care).  
To be clear: what I am suggesting is that narrative genres do not simply reflect lived 
reality, but actually propel health-relevant states of being, by enlivening and creating these 
realities in the process of the telling. The grammar, lexicon and structure itself of a given 
narrative in the course of the telling may modify a subject’s phenomenological experience and 
interpretation of the events, feelings, and states of body-mind recounted. Thus, just as linear, 
logical narratives adopting a clinical and feminist voice may help their tellers to stay 
“recovered,” so contingent, uncertain narratives may render recovery an elusive and not 
necessarily desired object for their tellers. Kaye’s “Eluding a Diagnosis” narrative, finally, 
combines elements of the other two genres, and is dually edged. It keeps her at once sheltered 
from and invisible to the potentially benevolent clutches of medicine, suffering, and free, to 
starve on her own.  
 As we know from a vast and growing corpus in medical anthropology (e.g., Biehl, 2013; 
Delvecchio Good, 2007; Martin, 1992; Stevenson, 2014), the benefits of becoming visible to the 
medical gaze are contestable. Too often, medicine forecloses possibilities, renders individual, 
and subjects to technical solutions what are in fact more structural and social forms of suffering 
that could be more systematically addressed. Yet, in privileging the social, we may alternatively 
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overlook those cases at the margins, cases that are anomalous or exceed our received tropes. I 
have presented Kaye’s singular case as an example of how lives lived and narrated encompass, 
and also contest, in complicated ways, received cultural knowledge and moral judgments about 
what, precisely, self-starvation means in the lives of relatively privileged North American 
women. Like the orthorexic women portrayed by Musolino et al. (2015), who live at the margins 
of self-harm by deploying discourses of health to justify and rationalize their restrictive eating 
behaviors, Kaye aligns with biomedical and feminist discourses that allow her to elude diagnosis 
and in this way, ambivalently evade becoming a recipient of controlling, institutional, 
anonymous care.  
I conclude, then, that to identify silences and oversights in interactions between would-be 
patients and care-givers, we need not turn away from discourse due to its supposed 
mystifications, but rather to examine it more closely, for there is much to be learned from 
sustained attention to women’s overt and subtly expressed struggles in their embodied-discursive 
worlds, particularly as materialized in their narratives. Such a perspective may be especially 
illuminating when trying to understand the prevalence of eating disorders such as anorexia 
outside the Global North, as well as among non-white, non-upper-middle-class, and/or non-
female populations in the US and Canada, where clinicians may not be on the lookout for eating 
disorders at all. It is these populations who are least likely to come under the medical gaze for 
problems such as anorexia, because neither clinicians nor popular culture regard them as the 
prototypical, expected sufferers of eating disorders like anorexia. After all, typical accounts of 
anorexia view anorexic “victims” as privileged, young, white, perfectionist women misguidedly 
pursuing thinness to an unhealthy extreme.17 When people outside this narrow demographic 
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restrict their food intake, they tend to fall at the margins, and are constructed as “anomalies” if 
they are attended to at all (Bordo, 2009; Thompson, 1994).  
The fact that a woman such as Kaye, who falls squarely within the expected demographic 
of would-be anorexic patients, is able to elude diagnosis in part through her clinicians’ collusion 
in a narrative that frames her as not in need of care, is suggestive of what might befall those 
(non-white, less privileged, perhaps non-female) populations who in the academic, clinical, and 
popular literature largely are ignored because they are not considered as “at risk” for anorexia. 
Their likelihood of becoming legible as potential patients early on in their course of starvation is 
diminished. Whether this is troubling depends on the extent to which we believe coming under 
the medical gaze is salutary for self-starving individuals and populations. In a biopolitical 
climate where it is the duty of people to remain alive (Stevenson, 2014) and to seek “health”, 
self-starvation and patients’ notorious “non-compliance” pose challenges for both clinicians and 
social critics, as they bring into relief conflicts over what it means to live the good life. 
Linguistic anthropology’s attention to language and other forms of semiosis materialized in the 
course of interaction has the potential to refine our ability to comprehend these tensions and 
perhaps bring into view some of the blind-spots we face when encountering the varied physiques 
and practices –including narrative ones – of self-starving persons, as I have begun to demonstrate 
through Kaye’s “Eluding a Diagnosis” narrative here. 
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Endnotes: 	1	Musolino	et	al.	(2015)	also	recently	identified	the	range	of	eating-troubled	women	left	undiagnosed	due	in	part	to	dominant	cultural	discourses	that	help	justify	behaviors	that	may	otherwise	be	deemed	pathological:	women	who	claim	to	engage	in	“healthy	anorexia.”	Similarly	attending	to	the	blind-spots	of	cultural	and	clinical	models	that	presume	who	“typical”	sufferers	are,	Thompson	(1994),	Lee	(1995),	and	Anderson-Fye	and	Becker	(2003),	among	others,	have	contributed	to	an	epistemological	shift	in	how	eating	disorders	are	conceptualized	in	the	clinic	and	beyond,	by	exposing	“outlier”	cases.		
2	These	new	studies	add	to	a	field	previously	dominated	by	clinicians	grappling	with	how	to	treat	those	diagnosed	with	or	considered	at	risk	for	the	illness	(e.g.,	Bruch,	1978;	Fallon	et	al.,	1994;	Vitousek	et	al.,	1998),	and	by	cultural	theorists	concerned	with	critiquing	societies’	consumerist,	patriarchal	norms	that	position	women	as	extreme	versions,	or	caricature	embodiments,	of	the	contradictions	entailed	by	late	industrial	capitalism	and	globalizing	neoliberalism	(e.g.,	Bordo,	1993;	Chernin,	1981;	MacSween,	1993;	Orbach,	1985).	
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	3	See	also	Garrett	(1998);	Katzman	and	Lee	(1997);	Pike	and	Borovoy	(2004);	Thompson	(1994).	
4	See	Lambek	(2015);	Mattingly	(2012);	Zigon	(2014).	
5	Anthropologists	suggest	that	anorexic	practices	represent	attempts	at	policing	body	boundaries	from	contamination	(Warin,	2010),	to	frame	the	self	as	moral,	heroic,	and	in	control	(Gooldin,	2008;	Lavis,	2011;	Lester,	2014).	Additionally,	anorexics	muster	cultural	distinction	by	engaging	in	self-disciplinary	practices	often	mistaken	for	forms	of	self-care	in	neoliberal,	increasingly	healthist,	societies	(Musolino	et	al.,	2015;	O’Connor	and	Van	Esterik,	2015).	These	practices	are	filled	with	ambivalence	and	involve	conflicting	and	shifting	desires	about	how	to	take	care	of	one’s	body-self	by	keeping	it	alive,	yet	suffering	(Eli,	2014;	Gooldin,	2008;	Lavis,	2011;	Lester,	2014;	Musolino	et	al.,	2015;	Warin,	2010).	
6	In	writing	the	original	thesis,	I	also	drew	on	literature	given	to	patients	at	three	Boston-area	eating	disorder	facilities	visited	and	observed	from	December	1995	through	June	1996.	These	facilities	served	both	outpatients	and	inpatients,	and	had	designated	programs	for	eating	disorders,	in	addition	to	programs	for	treating	addiction,	substance	abuse,	and	trauma	issues.	I	also	informally	interviewed	clinical	staff	at	these	facilities,	and	carried	out	follow-up	conversations	with	four	of	the	participants	(two	diagnosed,	two	never-diagnosed)	in	2003,	and	maintained	informal	contact	with	them	in	subsequent	years.	The	analysis	in	all	published	material	focuses	on	the	audio-recorded	material	collected	in	1997.		
7	The	participants	specifically	mentioned	the	work	of	Hilde	Bruch	(1978),	Susan	Bordo	(1993),	Kim	Chernin	(1981),	Susie	Orbach	(1985),	and	Mary	Pipher	(1995)	as	either	admirable	and	helpful,	or	objectionable	in	explaining	the	nature	of	their	suffering.	
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	8	All	names	are	pseudonyms,	and	some	identifying	characteristics	are	altered	to	protect	participants’	confidentiality.	
9	See	Shohet	(2007,	p.356).	Transcription	conventions	are	as	follows:		:	 Elongated	sound	(.)	 Short	pause	(less	than	half	a	second)	…	 Long	pause	[…]	 Omitted	text	-	 Speaker’s	self-interruption	.	 Falling	intonation	?	 Rising,	question-like	intonation	
Italics	 Speaker’s	emphasized	utterance	
((comment))	 Description	of	scene	
Bold-face	 Item	highlighted	for	analytic	emphasis		
10	As	described	by	Lester	(2009),	such	forms	of	discourse	can	be	labeled	“borderline	talk”	by	clinicians	and	render	patients	subject	to	ejection	from	treatment	and	refusal	of	insurance	coverage,	since	ideally	patients	are	supposed	to	want	to	recover.	Eating	disorders	confound	clinicians	precisely	because	of	their	ambivalence,	or	even	resistance	to	“get	better”.		
11	The	following	extract	from	Shohet	(2007,	p.365)	is	particularly	illustrative	of	“fully	recovered”	Emma	narrating	her	lack	of	(desire	and	ability	to	express	her)	choice	and	voice:	
Emma:	 So::	…	that’s	what	I	didn’t	have		 	 before	the	eating	disorder.	
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		 	 I	made	choices	because	of	perfectionism	and	popularity		 	 and	I	didn’t	wanna	have	a	choice		 	 because	I	didn’t	wanna	express	it.		 	 And	now	it’s	the	two	things	that	allow	me	to	live			12	Kaye’s	clinicians’	failure	to	diagnose	her	is	likely	due	to	their	inexperience	with	eating	disorders;	someone	specializing	in	identifying	and	treating	eating	disorders	is	more	likely	to	have	probed	deeper	to	get	at	what	was	going	on	for	Kaye,	rather	than	take	her	protestations	about	wanting	to	stay	healthy	at	face	value.		
13	Struggling-to-recover	Tessa,	for	example,	used	direct	reported	speech	in	recounting	the	period	of	her	diagnosis,	when	she	felt	unity	with	her	therapist	(line	5:	“We’re	a	team”)	even	as	she	emphasized	and	enlivened	a	sense	of	doubt	over	the	future	to	be	shared	with	her	therapist:	
1	Tessa:	 I	said,	“Is	it	good	if	I	don’t	move?”	2	 	 And	he	said,	“It’s	not	great	either	way.”	3	 	 He	said,	“It’s	not	like	it’s	gonna	be	great	if	you	stay,	4	 	 and	it’s	not	like	it’s	gonna	be	great	if	you	go.”	…	5	 	 But,	he	said,	quote,	“We’re	a	team.”		For	discussions	of	“sideshadowing”	in	other	contexts,	see	Bernstein	(1994),	Morson	(1994),	Ochs	and	Capps	(2001),	Shohet	(forthcoming).	
14	As	Lavis	(2011)	documents,	patients	and	those	posting	to	pro-anorexia	websites	do	not	want	to	die.	But	not	unlike	the	Inuit	whom	Stevenson	(2014)	describes,	the	demands	made	on	them	to	alter	their	practices	so	that	they	may	live	can	be	experienced	as	forms	of	unwelcome,	“anonymous	care”:	a	“defeat”	to	get	better,	as	struggling-to-recover	Carolyn	claims	(see	above	and	Shohet,	2007,	p.368).		
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	15	For	patients,	such	expectations	(to	remain	thin,	to	fail	to	recover)	present	particular	challenges	that	arguably	parallel	the	Inuit’s	tortured	encounter	with	the	Canadian	state’s	biopolitics	of	anonymous	care	so	compellingly	described	by	Stevenson	(2014,	p.82):	“We	teach	life	as	the	ultimate	value	but	expect	death.	…	To	expect	suicide	of	the	Inuit	has	everything	to	do	with	the	vestiges	of	our	colonial	desires	that	mean	we	are	secretly	fascinated	by,	drawn	to	…	Inuit	death.”	Medicalized	efforts	to	prevent	anorexic	starvation	and	possible	death,	though	ostensibly	well-meaning	and	directed	at	a	purportedly	privileged	patient	class,	may	similarly	entangle	misogynist,	mistrustful	fascination	that	further	complicates	“recovery”	(again,	see	Lester,	2007,	2009	on	clinicians’	conflicted	struggles	with	patients	and	each	other).	Anorexics’	ambivalence	over	“recovery,”	like	Inuits’	rejection	of	Canadian	state	demands	that	they	live,	are	hardly	surprising,	given	the	troubled	societal	norms	in	which	they	are	called	to	live.		
16	Alternatively,	it	is	possible	to	read	Kaye’s	evasion	of	treatment	as	a	lucky	break,	since	treatment	can	be	experienced	as	a	form	of	“anonymous	care”	often	unhelpful	for	diagnosed	anorexics,	despite	clinicians’	well-meaning	efforts	(on	the	contradictions	of	medicalized	care	for	“mental”	disorders,	see	e.g.,	Biehl,	2013;	Lester,	2009;	Stevenson,	2014).	
17	As	described	above,	it	is	only	recently	that	anthropologists	and	related	scholars	have	begun	to	undermine	popular	and	clinical	framings	of	“typical”	anorexia	sufferers.		
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